Native Hawaiians and Other Pacific Islanders (NHOPI) and Asians are the fastest-growing US racial and ethnic group. Differences in healthcare experiences may contribute to the better health outcomes of Asian-Only adults than NHOPIs, but little is known about NHOPI healthcare experiences. Using data from 1067 NHOPI and 9361 Asian-Only Medicare beneficiaries responding to the 2017 Medicare Consumer Assessment of Healthcare Providers and Systems (CAHPS) survey, we investigated NHOPI and Asian-Only differences in flu vaccination and six case-mix adjusted composite measures of healthcare experiences (scaled 0-100), with and without adjustment for Medicare coverage type and state of residence. Compared with Asian-Only beneficiaries, NHOPI beneficiaries reported better experiences getting needed care (adjusted-difference of +7 points), customer service (+5 points), doctor communication (+5 points), getting care quickly (+4 points), care coordination (+4 points), and getting needed prescription drugs (+3 points). In contrast, NHOPI beneficiaries reported worse flu immunization (-7 points; p<0.05 for all reported differences). Adjustment for Medicare Advantage (MA) coverage and state of residence accounted for <25% of differences. NHOPI vs. Asian-Only care experience differences were similar for MA and Fee-for-Service beneficiaries. NHOPI were immunized for influenza less often than Asian-Only beneficiaries in MA (-15 points), but not Fee-for-Service; this did not differ by gender. NHOPI men reported better experiences than Asian-Only men for customer service (+11 points) and getting care quickly (+6 points). Patient experience does not explain worse health outcomes found elsewhere for NHOPI than Asian-Only. Further study may suggest means of improving Asian-Only healthcare experiences and NHOPI immunization.
1. RAND Corporation, Pittsburgh, Pennsylvania, United States, 2. RAND Corporation, Santa Monica, California, United States, 3 . National Committee for Quality Assurance, Washington, District of Columbia, United States, 4. Centers for Medicare & Medicaid Services, Baltimore, Maryland, United States Voluntary disenrollment from Medicare managed care (Medicare Advantage; MA) plans is related to beneficiaries' negative experiences with their plan, disrupts continuity of care, and conflicts with goals to reduce Medicare costs. Information on associated factors may help illuminate the dynamics that drive decisions to disenroll. We used data from 17,517,852 beneficiaries enrolled in 736 MA plans in 2015 to investigate differences in rates of disenrollment by race, ethnicity, and preferred language. Disenrollment data came from Medicare's enrollment system. Social Security Administration data on race and ethnicity were augmented with surname, address, and other Medicare administrative data to calculate probabilities of membership in seven race/ethnicity/languagepreference groups: White, Black, English-preferring Hispanic, Spanish-preferring Hispanic, Asian or Pacific Islander (API), American Indian or Alaska Native, and multiracial. We summarized disparities across groups using regression models with and without plan intercepts, controlling for gender, disability, and Medicaid eligibility. Adjusted rates of disenrollment were significantly higher for Spanish-preferring Hispanics (19.1%), Blacks (10.2%), and APIs (9.4%) than for Whites (7.7%), and significantly lower for English-preferring Hispanics (7.4%, p's<0.001). Within-plan disparities accounted for only a small fraction of overall disparities, indicating that Spanishpreferring Hispanics, Blacks, and APIs tended to be enrolled in plans with higher disenrollment than plans in which Whites were enrolled, whereas English-preferring Hispanics tended to be enrolled in plans with lower disenrollment. These betweenplan differences may indicate that high-minority-enrollment plans less effectively inform beneficiaries about the cost and coverage of care or that racial/ethnic/linguistic minorities more often select plans that raise rates or restrict coverage. Mobility disability is associated with considerable morbidity and mortality in late life. Physical activity [PA] is a modifiable behavior that can reduce mobility disability, as well as improve physical and mental health outcomes in older adults. However, only a minority of older adults meet the minimum PA requirements based on national guidelines. Research examining factors impacting PA and mobility in late life, as well as novel interventions to increase PA and improve mobility is essential to enhancing health and wellbeing. This symposium will provide an overview of observational and intervention research focused on understanding factors associated with PA and mobility, as well as intervention research designed to increase PA and improve mobility in older adults. First, Dr. Lien Quach will present research examining the impact of social engagement in reducing the risk of mobility decline among older adults with mild cognitive impairment. Second, Dr. Patricia Bamonti will examine psychological factors related to uptake and adherence of pulmonary rehabilitation in older Veterans. Third, Dr. Stephanie Robinson will explore engagement, feasibility, acceptability, and change in PA following a web-based intervention in middle-aged and older adult patients with COPD. Fourth, Dr. Elisa Ogawa will present research examining the feasibility and acceptability of an exergaming intervention compared to an exercise control condition among older adults at risk for falls. The symposium will conclude with discussion led by Jonathan Bean, MD, MPH, who will highlight implications of findings across studies and identify areas for future research.
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